NUTRITION
Micronutrients in the severely injured patient. Shenkin A Proc Nutr Soc 2000; 59: 451-6 Are we beguiled and misled by the dietary information given on the sides of boxes of cornflakes? For a range of minerals and vitamins the proportion of the RDA obtained from a typical serving is displayed, but how many breakfast time readers really understand what is meant by the RDA? Do you? Shenkin does not get involved with this challenge but notes that while it is difficult to recommend dietary intakes in health, it is far worse in the diseased state. In treating the severely injured patient he argues that, rather than prevent obvious clinical deficiency, the objective should be to achieve optimal tissue or organ function. (The same rationale is used by athletes and others who promote the concept of optimal nutrition in the healthy population, usually to be achieved by generous use of dietary supplements.) Returning to our severely ill patient, requirements depend on: micronutrient status on admission; further consumption or losses; and benefit provided by supplying substantially greater amounts than are necessary for normal nutritional function. These points are developed by the author, with helpful examples drawn from bot h obvi ous cl inical deficiencies and from subclinical deficiency, i.e., stages of gradual reduction of intracellular concentration during which time various functional deficits begin to develop. Patients in intensive care, for example, who had impaired thiamine and riboflavin status but no clinical signs of vitamin deficiency, were more likely to die than those with adequate status. The mechanisms for such observations are unclear but Shenkin speculates on two likely scenarios: (i) an alteration in the balance between reactive oxygen species and antioxidants leading to damage to polyunsaturated fatty acids and nucleic acids, and possibly to activation of the transcription factor nuclear factor-kB with production of inflammatory cytokines; and (ii) impaired immune function with increased infectious complications. The relationship between these possible mechanisms and deficiencies of micronutrients are carefully expounded. In drawing the discussion to a close, the author suggests that simply to provide the seriously ill patient with micronutrients in amounts that will prevent deficiency is inappropriate and he gives some indicative values for various clinical conditions. It is proposed that monitoring a functional response, such as immune or antioxidant activity, is helpful especially as concentrations of micronutrients in plasma are influenced by the acute-phase response. Regular measurements of trace elements and vitamins are required to detect under-or overprovision of micronutrients.
A TAYLOR Royal Surrey County Hospital Guildford Surrey UK decide to have a blood test in the afternoon after fasting from early morning, or they may be given these instructions by their physician in order to accommodate shift work or for convenience. Does it matter? An early morning rise in fasting glucose concentration has been shown in diabetics (the 'dawn phenomenon') but several studies on nondiabetic subjects have given conflicting results.
Troisi et al. have re-evaluated how to carry out a fast in preparation for a plasma glucose measurement. These authors studied subjects who had participated in the Third National Health and Nutrition Examination Survey (NHANES III) betwe en 1988 and 1994. 6483 subjects were assigned to morning examination and were asked not to eat or drink anything other than water after 8.30p.m. the previous day. 6399 subjects were assigned t o afternoon examination and were allowed to eat breakfast (and lunch) and fast after 7.30 a.m. (or 11.30 a.m.). Subjects were similar for age, sex, race, parental history of diabetes, waistto-hip ratio, physical activity, smoking status, alcohol intake, education, use of medications that may affect plasma glucose, and glycosylated haemoglobin concentrations. The mean fasting plasma glucose for the morning group was 5·41 mmol/L and was significantly higher (P< 0 · 0 0 1 ) than the figure of 5·12 mmol/L found for the afternoon group. This difference may seem slight but the authors also report that the prevalence of a fasting glucose high enough to diagnose diabetes mellitus was 2·8% in the morning group but only 1·4% in the afternoon group. Similarly, impaired fasting glucose was present in 7·4% of morning subjects but only 2·6% of afternoon subjects. In summary, if patients are seen in the afternoon to measure a 'fasting' plasma glucose, then about half of all cases of diabetes mellitus and two -thirds of all cases of 'impaired fasting glucose' will be missed. 
